The very title for this meeting is a dubious one. Society can be defined in various ways according to the group or sub-group to which one belongs, and misfits is a term often used by one group to describe the other. My own qualifications for speaking here are my associations with an organization called Release which attempts to deal with problems mainly encountered in one particular group or sub-culture.
Release is a grass-roots organization set up in 1967 to give legal advice to young people arrested on drug charges. From this basis has developed a general help agency giving advice on all kinds of legal, social and medical problems. I was one of the first doctors to become involved and we have about a dozen now helping in one way or another. There are two late evenings a week with a doctor present besides general help at all times by telephone, and we are also strongly supportive at the pop festivals Release attends. We are a mixed group with young psychiatrists and general hospital doctors as well as GPs. It is a common misconception that we deal only with drug problems, mainly those of addiction. At Release we have a saying -'There is no such thing as a drug problem, only a people problem'. In fact what we really deal with is alienation, very often doing no more than reassuring somebody that his GP will still treat him properly, in spite of his different appearance and life style. This is a sad commentary on the image of the medical profession held by many young people. In this 'Requests for reprints may be sent to: 42 Elm Bank Mansions, Elm Bank Gardens, London SW13 context, to understand drug-related problems in this society, it is vital to understand the normal (and I use the word advisedly) pattern of drug use and now the drugs themselves. First of all cannabis. The use of this illegal drug is widespread in society and certainly not confined to people who come to Release. Because of its illegality, the number of users is difficult to estimate, but the Wootton Report (Home Office 1968) gives figures between 300 000 and 600 000. All the authorative reports on cannabis describe it as a nuisance more than a danger, from the Indian Hemp Commission of 1893 to perhaps the most comprehensive of all, the Canadian Government Commission on Drugs of 1972. The Wootton Report states 'The long term consumption of cannabis has no harmful effects'.
The cannabis plant grows widely throughout the world. Cannabis resin comes from the top of the female plant when it is about to flower and is known as hash. Marijuana, the milder form, is the dried flowering and fruited tops of the plant. It is usually smoked mixed with tobacco, and sometimes eaten. Its effects are mainly psychological due to its active ingredient, THC. They last 2-6 hours and there is increased awareness of colours and sounds, euphoria, sometimes anxiety and mild depression.
The physical effects are irritation and redness of the eyes, and a dry throat. A characteristic cannabis psychosis does not exist, although its effects, like any psychotropic drug, are dependent on dosage and previous personality of the user. In 4 years working with Release I can remember no serious medical problem related to cannabis use. Young & Critchley (1972), in a survey on student drug use in 1970, found that cannabis was by far the most common illicit drug used. Smokers were 8 Proc. roy. Soc. Med. Volume 68 January 1975 more likely to enter stable sexual relationships, more likely to set themselves up in a flat independent of parents, and more likely to play a part in the social life of the college.
LSD (lysergic acid diethylamide) and other psychodelics are usually classified as hallucinogens, although this term is inaccurate as they produce perceptual change rather than true hallucinations: distortion and expansion of the senses, mood changes (varying from euphoric to acute anxiety) and synesthesia. This experience is known as a 'trip' and begins 15-60 minutes after ingestion; lasting usually 6 to 14 hours. Although the great majority of trips are pleasant, bad trips can occur, and the following factors may be implicated: (1) An unstable or prepsychotic individual.
(2) A naive subject whose experiences in the trip are different from those he was expecting. (3) A hostile environment in which the drug is taken, including unfamiliar people. (4) Impurities in the drug -usually amphetamines.
The bad trip itself may take various forms, from acute anxiety to depersonalization, dissociation, discovery of personal deficiencies, even to symbolic death. There is frequently a fear of remaining permanently insane. The treatment of bad trips in pop festival settings was described by Schlicht et al. (1972) . The principle treatment is reassurancein jargon terms, 'talking down'. Wherever possible a single volunteer stayed with the client for some hours, talking, reassuring, helping him to understand the experience and to change the quality of it to an acceptable one. The more frightened clients often needed to be held, an important part of the technique. On one occasion somebody was terrified that his penis had fallen offthe volunteer's immediate reaction was to hold his penis to reassure him. Drugs are rarely necessary, but when used diazepam 5-10 mg four times a day is the drug of choice. Very occasionally parenteral diazepam may be indicated if the patient is uncontrollable.
The risk of physical addiction to LSD is nonexistent, but the long-term effects are not exactly predictable and taking LSD may trigger off a latent psychosis. One effect which occurs in a considerable number of users is 'flashbacks'. These are recurring episodes resembling the acute trip (but of less intensity) up to one or two years after taking the drug. They are rapidly controlled with small doses of diazepam and supportive discussion. It is our experience at Release that this particular phenomenon is occurring less and lessthis may be related to users becoming more familiar with its effects, and the excitement surrounding the drug wearing off with the years, both within the freak community, and in straight societystrangely paralleling the decline in adverse alcoholic reactions following the repeal of prohibition in America.
The association of drug use with a quest for self-awareness goes back centuries e.g. Aztecs and peyote (mescalin) and in recent years LSD has a special place in this connexion. Timothy Leary, a former Harvard psychologist, was the great prophet of the psychodelic revolution, and definitely sees the acid-state as a religious experience. These ideas have unfortunately confused many people in the Underground who, in their rejection of the materialistic values of socalled normal society, have equated altered awareness produced by a drug with a superconscious state.
Barbiturates are the most common addictive drug, mainly because of social acceptance of the drug as an hypnotic. It is interesting to note that 7 % of all NHS prescriptions are for barbiturates. Problems of abuse and dependence mainly concern middle-aged adults, but of course do occur in young people. Tolerance and dependence develop very early. There is general depression of bodily and mental functions, slurred speech and unsteady gait. Physical deterioration is common, and there is a more marked personality deterioration than in opiate addicts. Withdrawal from barbiturates is even more profound than from heroin. Initially there is anxiety, headache, and tremor, progressing to tachycardia, hyperpyrexia, fainting and vomiting, and finally convulsions. At this point some die, but those who survive enter a psychotic phase. If they survive this, recovery is effected in about two to three weeks. However, an even more sinister aspect of barbiturates abuse is self-poisoning, which at present exceeds 8000 annually. The fatal dose of barbiturate is about 10 times the hypnotic dose, and unfortunately although physical tolerance increases, the fatal dose remains constant. It is fairly common to find chronic barbiturate use in heroin addicts. Some are poly-drug users, but the majority use barbiturates to supplement their heroin supplies, restricted by the addiction centres. Because barbiturate preparations are very alkaline, gangrenous ulcers soon develop at the injection site.
The final depressing feature of barbiturate dependence is that it is very badly catered for.
While the heroin addict has a certain status and addiction centres, facilities for treating barbiturate addicts are virtually non-existent. Mandrax, first introduced as a safe non-barbiturate hypnotic, seems to have become very fashionable with some young people, who have presented problems generally at Release and at festivals.
The production of Drinamyl by Smith, Kline & French in 1951 may be seen as ushering in the 'pop-pill' era. In;the late 1950s and early 1960s the use of 'speed' spread to most cities, being taken by a considerable number of teenagers in order to extend and intensify their weekends. Their use and popularity has declined in recent years, but still presents problems. The main dangers of chronic amphetamine usage are habituation and psychosis. The features of the latter are indistinguishable from schizophrenia and is treated by withdrawal of the drug and barbiturates. Facilities for treating speed freaks are as woefully inadequate as those for treating barbiturate addicts.
Heroin is the drug which seems to have created the most furore both inside and outside the medical profession. This might be considered a little out of proportion when one considers that there are just over 2000 registered addicts compared with about 400 000 alcoholics. There are of course many junkies who are not registered, and many who are supplementing their supplies with street heroin or other drugs, mainly barbiturates. Pure heroin is virtually unobtainable outside the addiction centres and the drug traffic concerns an impure version known as Chinese heroin. This contains a varying quantity of the actual drug and is frequently adulterated with chalk or talcum powder. It is hard to assess the real effects of the setting up of heroin addiction centres in 1968. Although the number ofregistered addicts has stabilized, since then, the morbidity and mortality of addicts seems hardly affectedmainly due to overdoses, suicide and septic complications. We at Release do not of course treat addicts, but provide general supportive therapy.
I said previously that there is no such thing as a drug problem, but I seem to have spent the entire time talking about drugs. I feel this was expected of me, but I am uncomfortable about it. I do not think drug use is confined to social misfits, whatever they might be. I see the Release client with a medical problem, who smokes cannabis occasionally and takes LSD twice a year, as no different from the business man in my surgery who smokes cigarettes and drinks too much at Christmas and on holiday. He is certainly doing himself less physical harm. Society has constructed pseudo-medical and social arguments to justify the hypothesis that unearned pleasure (i.e. drug use) is immoral. Release does not accept those arguments, and attempts to help people in a non-moralistic and non-patronizing way. I think we have a lot to learn from them. Their medical care presents problems because not only are basic necessities like food and clothing in short supply in their case, but they are also homeless, without the usual comforts of family and simple possessions. They are also frequently friendless, and often without work. They are also usually single. It will be seen that men outnumber women by about 12 to 1, that Common Lodging Houses provide shelter for the majority, and that the numbers sleeping rough are not much less (in the case of women they are more) than those in Reception Centres.
As to marital status (David Tidmarsh 1972, unpublished communication), in Common Lodging Houses 67 % were single, 18 % were married, and 15 % were widowed or divorced. -The comparable figures for Reception Centre users is 71 % single, 17% married, and 12% widowed or divorced. If one lumps in the single with the widowed or divorced, the figures for effectively single people becomes 82 % for Common Lodging Houses and 83 % for Reception Centres. However, even these figures are misleading for both types of lodging are sex-segregated, so that for practical purposes all homeless people are without close association with the opposite sex.
About work, the figures show the same decline from Common Lodging Houses, through sleeping rough, to Reception Centres, and prison experience is similar (Table 2) . I would have liked to fill in something of the historical background of homeless vagrancy. ' Requests for reprints may be sent to: 2 Princess Street, Elephant & Castle, London SEl
